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TATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 4.19-B
:DICAL ASSISTANCE PROGRAM Item 3., Page1
"ATE OF LOUISIANA

PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

METHODS AND STANDARDS FOR ESTABLISHING PAYMENT RATES “OTHER TYPES OF CARE
OR SERVICE LISTED IN SECTION 1905 (A) OF THE ACT THAT ARE LUDED IN THE PROGRAM
UNDER THE PLAN ARE DESCRIBED AS FOLLOWS:

CITATION Medical and Remedial Other Laboratory and X-pdy Services in a Setting Other Than a
42 CFR Care and Services Hospital Outpatient Deﬁrtment or Clinic Are Reimbursed as
450.32 Item 3. Follows:

1. Method of Payment

Payment for laboratory services is made on the basis

of the lower of:

§upersede€§ By. AL 1. billed charges; or

2. Ninety-three percent (93%) of the State
maximum amount (based on 1995 State

/ payment methodology using 85% of
Medicare fee schedule) which was in effect as

;i:// of January 31, 2000.
1
B. Payment for mobile X-ray services is made at ninety-
N N r%) three percent (93 %) of the flat fee amounts (based on
Q Q) a range of 86%-92% above the fees for free-standing
RN x-rays) in effect as of January 31, 2000.
NN
N 3 R IIL. Standards for Payment
}S i a ke Payment as indicated above will be made for professional
E o fx uuj < and technical services provided by an independent laboratory
% g g 26 (other than a hospital outpatient department or clinic) which
ot is qualified to participate under Title XVIII of the Social

Security Act, or is currently determined to meet the
requirements for such participation.

For obstetrical and pediatric laboratory codes and applicable
rates, see Item 5.
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